Psychiatric diagnoses and objective behaviour rating scales represent alternative means to describe children's psychological disorders. Results of several studies regarding the convergence of diagnoses and rating scales have been mixed, raising questions about the nature of the relation between the two systems. The purpose of this study was to evaluate the relations of DSM-III diagnoses and the parentinformant Personality Inventory for Children (PIC) within a sample of behaviourally disturbed children and adolescents. In addition, the ability of DSM-III diagnoses and the PIC to predict teacher and clinician behaviour ratings was compared. High proportions of children assigned specific DSM-HI diagnoses obtained elevated scores on related PIC scales, though the overlap was imperfect. Also, covariation of the teacher and clinician behaviour ratings was much stronger with the PIC than with DSM-III diagnoses. Implications of these findings for clinical practice with children are discussed.
ior Questionnaire (Rutter, Tizard, & Whitmore, 1970) , and found low sensitivity values for most scales (range = 14.6% to 42.1%, average = 27.8%).
Specificity is estimated as the proportion of children who have not received a diagnosis (such as Conduct Disorder) who obtain normal-range scores on a screening test for that disorder (such as a delinquency scale). Kline (in press) has identified a conceptual problem, however, when specificity of objective rating scales is estimated in this way. An example from the Kazdin and Heidish (1984) study illustrates this difficulty. In this study 26 of 113 inpatient cases were diagnosed as depressed, and of these a total of 23 obtained an elevated score on the CBCL Depression scale (sensitivity = 23/26 = 88.5%). Among the remaining 87 cases (who received other diagnoses), only 17 obtained normal-range Depression scale scores (specificity = 17/87 = 19.5%).
The meaning of low specificity in medical literature is that the test yields many false positive results. To apply such an interpretation in the above example would require the assumption that none of these 87 conduct disorder children showed clinical symptoms of depression. Absence of a diagnosis of depression in the presence of an elevated CBCL depression scale score would therefore indicate a false positive test result. This is probably an untenable assumption, particularly for children with multiple behaviour problems for whom a single diagnostic label would describe only some of their problems (Kline, in press ). Also, while it is possible to assign multiple diagnoses in some diagnostic schemes (such as multiple Axis I diagnoses in DSM-III), mere is doubt how often this occurs in clinical assessment (Rutter & Shaffer, 1980) and about the reliability of this practice . Without diagnostic information which specifies the full range of problems of children, specificity indices should not be used.
While it is important to evaluate the convergence of diagnoses and rating scales, it is equally crucial to recognize that neither of these sources of information constitute an ultimate criterion or' 'gold standard'' in the evaluation of children. Several other types of information (e.g., objective teacher reports, structured interviews of children) can, and should, be incorporated in clinical assessments. Ideally, diagnoses, rating scales, and other assessment modalities should be used to describe the etiology and treatment of childhood problems. Because of limited knowledge of causes and optimal treatment strategies for children's psychological problems, however, it is probably realistic to expect only that any of these sources of information will provide accurate descriptions of current behavioural status (Zigler & Phillips, 1961) .
The purpose of the present study was two-fold. First, the convergence of DSM-III diagnoses and scores from a parent-informant rating scale -the Personality Inventory for Children (PIC; Wirt, Lachar, Klinedinst, & Seat, 1984) -among behaviourally disturbed children and adolescents was evaluated. The proportions of children assigned nine different types of DSM-m diagnoses who also had elevated scores on related PIC scales were determined, and sensitivity values for the PIC were derived. The second purpose was to determine the relative ability of DMS-HI diagnoses and the PIC to predict symptom checklist ratings of classroom teachers and interviewing clinicians. While teacher and clinician checklists do not, of course, constitute "gold standards" against which to evaluate the usefulness of diagnoses or the PIC, they can provide convenient, reliable (Achenbach & Edelbrock, 1978) , and useful information about current child functioning and can aid in estimating the concurrent validity of these two approaches.
METHOD

Subjects
The data base for this study consisted of child psychiatry evaluations (consisting of mother, teacher, and clinician ratings) of 839 children and adolescents. These cases were evaluated at a large, urban child mental health facility in the midwestem United States, and 70% of the subjects' households fell within the lowest two Hollingshead (1975) 
Content Overlap of PIC and Teacher and Clinician
Checklists. Because the PIC was designed to allow systematic collection of parent observations of child intellectual, behavioural, and emotional status, there was some correspondence between the item content of the PIC and the teacher and clinician rating scales. Items of the teacher and clinician checklists, however, reflect child adjustment in more specific areas than are tapped by PIC items. For example, the ACH scale of the PIC has some items reflective of reading skill (e.g., reading has been a problem for my child; reading is my child's favourite pastime). The Academic Delay factor of the teacher checklist also contains items relating to reading, but these items are much more specific (e.g., below average phonics skills; below average reading comprehension), and the Academic Delay factor also contains items relating to performance in other subject areas.
Procedure
The teacher checklist was mailed to all classroom teachers and these were returned prior to the first clinic appointment. All children and their mothers were interviewed (together and separately) by clinicians (usually psychiatric residents or psychology interns supervised by senior staff). At the conclusion of the interview the mothers completed the PIC and the clinicians completed their symptom checklist and assigned a DSM-I1I Axis I diagnosis. If an Axis I diagnosis was not assigned, the Axis II diagnosis was used as the primary diagnosis. Since all measures used in this investigation were part of the routine intake procedure at the clinic where these data were collected, subjects and their mothers were not specifically recruited for participation in this study.
In order to ensure integrity of informant response set, cases were eliminated from the analyses if their PIC profiles had elevations on the inventory validity scales, L ( , 1968) . The Index of Redundancy is derived using canonical correlation analysis and indicates the total proportion of variance of a set of dependent variables explained by a set of predictor variables. These analyses allowed comparison of the relative ability of diagnoses and the PIC to predict these external criteria. Diagnostic group membership was represented in these analyses with dummy codes. Following these DSM and PIC analyses, the PIC scales and diagnoses were used as joint predictors of the teacher and clinician criteria. These analyses determined whether the combination of DSM and PIC information could improve prediction over that attained using either set alone.
A series of multiple correlation analyses were performed to evaluate the magnitude of relation of diagnoses and the PIC to each teacher and clinician rating dimension. The PIC clinical scales and DSM diagnoses were entered as predictor variables in separate regression equations to predict each of the 14 teacher and clinician rating scales. Also, PIC scale scores and DSM diagnosis were entered as joint predictors of each teacher and clinician dimension. Due to the large number of statistical tests performed for these analyses (14 dimensions x 3 = 52), the .01 significance level was used. Table 2 are proportions of each diagnostic group and the whole sample (n = 729) that had clinical-range scores on the PIC clinical scales. The results of the 2 x 9 contingency table Chi Square analyses for each PIC scale and goodnessof-fit analyses for each diagnostic group-by-PIC scales are also reported in this table.
RESULTS
Convergence of DSM-m Diagnoses and the PIC Presented in
The results in Table 2 clearly indicate that clinically elevated PIC scores were not randomly distributed across the diagnostic groups, and the results also suggest two general patterns of diagnosis-PIC scale convergence. First, relatively high proportions of several diagnostic samples obtained elevated scores on PIC scales which measure problems consistent with their diagnostic labels. Sensitivity values for PIC scales which measure problems directly indicated by DSM-in diagnostic criteria of certain diagnostic samples ranged from 43% to 93% (average = 73%). These sensitivity values (from lowest to highest) and the diagnostic samples from which they were derived are: 43% for ANX (from the Overanxious Disorder sample); 53% for D (Depression sample); 64% for DLQ (Conduct Disorder sample); 65% for SSK and 79% for PSY (Infantile Autism and Schizophrenic Disorder samples); 83% for HPR (Attention Deficit Disorder sample); 89% for ACH (Mental Retardation and Developmental Disorder samples); and 91 % for IS and 93% for DVL (Mental Retardation sample). In general, the correspondence of PIC scale scores to diagnostic group membership was lowest for children assigned diagnoses reflective of internalization and was higher for children given diagnoses indicating externalization or cognitive/social impairment.
Rates of PIC scale elevations for some diagnostic groups were significantly below sample base rates, and these were consistent with expected presenting problems for these samples. For example, only 11% of the Attention Deficit Disorder cases obtained high scores on WDL, and only 7% of the Infantile Autism cases received high DLQ scores. Children who received an Adjustment Reaction diagnosis were significantly less likely to receive elevated scores on several PIC scales, including ACH, IS, DVL, and PSY.
A second pattern of diagnosis-PIC scale correspondence suggested by the results in Table 2 is that relatively high proportions of several diagnostic samples had elevated scores on PIC scales which measure behaviour problems not directly identified by their diagnostic labels. For example, a majority (53%) of the Depression cases had elevated scores on DLQ, while 50% had clinical-range scores on HPR. Similar proportions of elevated scores on these same PIC scales were received by the Overanxious Disorder cases. About half of the Conduct Disorder and Attention Deficit Disorder cases had elevated scores on the D scale.
Concurrent validity of DSM-m Diagnoses and the PIC
The results of canonical and multiple correlation analyses of the relation of diagnoses and the PIC to the teacher and clinician rating criteria are presented in Table  3 . The overall multivariate percentage of variance of the teacher or clinician behaviour ratings explained by DSM diagnoses was less than 2% (0.85% of the teacher 
ratings, 1.46% of the clinician ratings). The range of multiple correlation values
for the individual teacher and clinician rating dimensions was from .07 (for teacher ratings of Poor Classroom Adjustment) to .20 (for clinician ratings of Hostility/ Dyscontrol; average = .12). Only two of these coefficients attained significance at the .01 level. In contrast, the multivariate percentages of explained variance by the PIC scales were much higher: 15.37% of the teacher ratings and 21.32% of the clinician ratings were accounted for by the PIC scales. All 14 multiple correlations for the individual rating dimensions were significant, and ranged from .22 (for teacher ratings of Poor Self-Concept/Depression) to .57 (for clinician ratings of Antisocial Behaviour; average = .42). The overall multivariate explained proportions of variance and multiple correlations derived from joint prediction with diagnoses and PIC scales are also presented in Table 3 . Without exception these values are only marginally greater than those generated using only the PIC scales. The increments in overall explained variance using diagnosis and PIC information over using the PIC alone were only 1.58% for teacher ratings and 1.11% for clinician ratings; the range of increments for the multiple correlations was from 0 to .04. These results indicated that the unique contribution of DSM diagnoses to prediction of teacher and clinician behaviour ratings over the predictive capacity of the PIC was small.
DISCUSSION
The results of this study suggest a positive though imperfect relation between DSM-III diagnoses and the parent-informant PIC. The majority of children assigned several different diagnoses also had elevated scores on related PIC scales. The average sensitivity of several PIC scales was 73%, which is consistent with values estimated by investigators who have studied other parent-informant measures. The extent of diagnosis-PIC convergence, however, varied as a function of type and severity of child problems. That is, the proportions of children who received DSM-III diagnoses which reflect internalization (Depression or Overanxious Disorder) and also had elevated scores on related PIC scales (D or ANX) did not differ significantly from sample base rates. On the other hand, proportions of children who were assigned diagnoses designating externalizing behaviour (Conduct Disorder or Attention Deficit Disorder) or cognitive/social dysfunction (Mental Retardation, Developmental Disorder, Infantile Autism, or Schizophrenic Disorder) and who also received elevated scores on related PIC scales were typically higher than proportions for internalizing cases.
The finding that convergence of objective parent ratings and diagnostic labels varied as a function of severity of child adjustment difficulties is consistent with results reported by Bird et al. (1987) . These investigators found higher correspondence of DSM-III diagnoses and CBCL scores for children who received diagnoses which designate more severe (e.g., Infantile Autism) rather than less debilitating psychopathology (e.g., Separation Anxiety).
Results from the present and previous studies concerning the extent to which type of presenting child problem is related to clinician-parent agreement have not been as consistent. For example, Achenbach, McConaughy, and Howell (1987) conducted a meta-analysis of the results of 119 studies to evaluate the correspondence of reports from different informants (parents, clinicians, observers, teachers, peers, and children themselves) who completed rating scales about children's adjustment difficulties. While these investigators did not specifically study the agreement of diagnoses and checklist scores, their findings are nevertheless informative. Achenbach et al. reported that agreement across all informants was higher for children with emotional rather than conduct problems, the opposite pattern found in the present study. It appears at this time that severity rather than type of child problems may have the clearest relation to diagnosis-checklist convergence, and the influence of type of child problem needs to be explored.
A second pattern of results in the present study was that many cases had clinically elevated scores on PIC scales which measured problems not identified by their diagnostic labels. Considering the relatively higher concurrent validity of the PIC to DSM diagnoses in the prediction of teacher and clinician ratings, these findings suggest the PIC may have accurately identified problems missed by the diagnostic labels. At minimum these findings highlight the limitations of assigning a single diagnostic label to describe children who may have multiple adjustment problems.
Before implications of the findings of this study are discussed, review of some important caveats is in order. Some limitations concern the teacher and clinician ratings used as external behavioural criteria for this study. The PIC and the teacher and clinician scales are checklists, and the PIC may be expected to have a stronger relation to these measures than diagnoses because it shares a common measurement method. There was a characteristic of this study, however, which may have enhanced the predictive power of diagnoses relative to the PIC as regards the clinician ratings. Because clinicians assigned diagnoses after completing their own checklist, it was expected that a close correspondence would occur between diagnosis and checklist responses. This expected descriptive superiority of diagnoses may then reflect a source of bias or contamination in favour of DSM-III classification.
Another limitation of the teacher and clinician behavioural criteria is that they represent only one type of information that may be collected in the evaluation of children. It is unknown whether the predictive superiority of the PIC over diagnoses found with the teacher and clinician ratings used in this study would be replicated using other types of clinical information (e.g., structured interviews of parents). A final limitation of the checklist criteria used here is that their items refer to only a single episode of maladjustment which precipitated a referral for mental health services. A more adequate evaluation of the comparative utility of diagnostic labels and the PIC would involve examination of data relating to treatment response and outcome.
Other limitations to the generalizabiliry of these findings concern the fact that diagnoses were assigned by residents and interns, and these trainees were given no special instruction in use of DSM-III outside of their standard clinical instruction. Thus, use of the DSM-III typology in our study was not done at an' 'optimal" level. Our results, however, may reflect more "typical" & HPR) scores. These findings suggest children whose behaviour meets the diagnostic criteria for Attention Deficit Disorder, and who also have high scores on PIC internalizing scales, may be reacting to environmental events (e.g., family conflict). Relying solely upon medication for treatment for such children would be inappropriate. RESUME Les diagnostics psychiatriques ainsi que les echelles de rotation du comportement objectif represented des strategies alternatives servant a decrire les troubles psychologiques des enfants. Les resultats de plusieurs grades concemant la convergence des diagnostics et les echelles de rotation sont equivoques, soulevant ainsi des questions concemant la nature de la relation de ces deux systemes devaluation. Le but de cette etude etait d'evaluer les relations entre les diagnostics avec le DSM-IU et le "Personality Inventory for Children'' (PIC) aupres d'un echantillon d'enfants et adolescents demontrant des troubles comportementaux. En plus, on evalua la capacity relative de prediction des diagnostics du DSM-III et des pointages du PIC relativement aux cotations comportementales de professeurs et de cliniciens. Une grande proportion d'enfants auxquels on avait assign^ des diagnostics precis du DSM-III obtinrent egalement des pointages eieves sur les echelles correspondantes du PIC, meme si le recoupement n'etait pas parfait. On trouva egalement que la covariation avec les evaluations du comportement par les professeurs et les cliniciens £tait plus elevee avec le PIC qu'avec les diagnostics du DSM-III. Les implications de ces resultats pour la pratique clinique avec les enfants sont discutees.
